A Regional Survey in Italy
To the Editor:
The rate of application of preventive and diagnostic strategies in the management of patients with ventilator-associated pneumonia (VAP) may be significantly different from those reported in international guidelines. We are reporting in this correspondence the results of a regional Italian survey of preventive and diagnostic strategies for the management of patients with VAP in the setting of the 24 participating ICUs of the Piedmont Intensive Care Unit Network (or PICUN). We used as the main references for discussion the results of a similar survey 1 and comprehensive evidence-based clinical practice guidelines for the prevention of VAP. 2 The results are shown in Table 1 . In our study, there was consistent use of open and closed endotracheal suction systems and of subglottic secretion drainage. Closed suction systems are associated with lower costs, and improved safety of patients and health-care workers. 2 There was a high percentage of subglottic secretion drainage, which is effective in preventing early-onset VAP, as was confirmed by a 2005 metaanalysis. 3 It appears that heat and moisture exchangers are less frequently used in our survey compared to the data (54% vs 90%, respectively) from a Spanish study. 1 However, this type of humidification is not recommended in the Centers for Disease Control and Prevention guidelines. 4 A semirecumbent body position was reported in 87% of patients, which is a lower percentage compared to that reported in the Spanish study. 1 Noninvasive ventilation was used as a first-line treatment in 75% of the ICUs in our study. Antiseptic oral rinses were almost universally used. In our survey, the results of which were similar to those of the Spanish study, 1 there was a 100% rate of administration of stress ulcer prophylaxis, although in our study proton pump inhibitors were the agents used most often, as opposed to antihistamine type 2 receptor blockers and sucralfate, which were the agents used most often in the Spanish survey. 1 There was a 25% rate of reported clinical diagnosis of VAP, which is notoriously sensitive but not specific and is mostly used in small-sized hospitals, because bronchoscopic procedures were more available in largesized hospitals. Differently from the Spanish survey, 1 there was a wide availability of quantitative cultures among the various participating ICUs, and only one ICU reported the use of qualitative cultures for the diagnosis of VAP.
Our data highlight that there are local differences in the preventive and diagnostic strategies used for the management of patients with VAP. There are enormous possibilities for improving such strategies according to international guidelines. Regional surveys are of the utmost importance in discussing the recommendations from the published evidence and are especially useful in a regional setting, where resources are primarily allocated.
Evaluation of Patients Prior to Air Travel

To the Editor:
Martin et al 1 used a hypoxia altitude simulation test to propose a cut-off value of 85% oxygen saturation by pulse oximetry (Spo 2 ) in infants breathing 14% oxygen at sea level; 7 infants had Spo 2 ranging from 79 to 84%, while 12 infants had Spo 2 Ն 95%. This wide response was not predicted by baseline Spo 2 percentage in air, emphasizing the need for measurements reflecting the continuum of underlying pathophysiology. Following British Thoracic Society 2 recommendations that arterial oxygen saturation (Sao 2 ) Ͻ 92% breathing air at sea level is an indication for in-flight oxygen administration, we found some adults with lung disease and Sao 2 percentage above this cut-off who had profound hypoxemia (Sao 2 Յ 82%) during airline equivalent hypoxia. 3 This is most likely to occur if the underlying pathophysiology is predominantly due to reduced ventilation-perfusion ratio (V /Q ) rather than increased shunt. 3 A simple modification to hypoxia altitude simulation test, whereby Spo 2 percentage is plotted vs partial pressure of inspired oxygen (Pio 2 ) during a stepwise reduction in inspired oxygen produces a curve whose shape reflects the dissociation curve but which is shifted to the right along the Pio 2 axis in proportion to reduced V /Q . 3 This rightward shift due to reduced V /Q has a more profound effect than shunt on Spo 2 percentage when Pio 2 falls at altitude/in flight. Since the shape of the Spo 2 /Pio 2 curve is affected differently by reduced V /Q and shunt, these entities can be derived noninvasively from this curve. This approach can also be used in infants. 4 Hence, adapting hypoxia altitude simulation test to derive V /Q and shunt presents a continuum of
